Interprofessional collaboration is an important aspect of patient discharge from a general internal medicine (GIM) unit. However, there has been minimal empirical or theoretical research that has examined interactions that occur between medical residents and other healthcare professionals in the discharge process. This study provides insight into the social processes that shape and characterize such interactions. OBJECTIVE: To explore factors that shape interactions between medical residents and other healthcare professionals in relation to patient discharge, and to examine the opportunities for negotiations about discharge between these professional groups. DESIGN: A qualitative ethnographic approach using observations, interviews and documentary analysis. PARTICIPANTS AND SETTING: Healthcare professionals working in a GIM unit in Canada. APPROACH: Sixty-five hours of observations were undertaken in a range of settings (e.g. interprofessional rounds, medical and nursing rounds, nursing station) in the unit over a 17-month period. A maximum variation sampling approach was used to identify healthcare professionals working in the unit. Twenty-three interviews were completed, recorded and transcribed verbatim. A directed content approach using theories of medical dominance and negotiated order was used to analyze the data. KEY RESULTS: The organization of clinical work in combination with clinical teaching influenced interprofessional interactions and the quality of discharge in this GIM unit. While organizational activities (orientation and rounds) and individual activities (e.g. role modeling, teaching) supported negotiations between medical residents and other healthcare professionals around discharge, participants had varied perspectives about their effectiveness. CONCLUSIONS: This study illuminates social factors and processes that require attention in order to address challenges with interprofessional collaboration and discharge in GIM. These findings have implications for medical education, workplace learning, patient safety and quality improvement.
INTRODUCTION
Safe and timely patient discharge from the hospital is critical, particularly in general internal medicine (GIM), given the unplanned nature of patient admissions, range and complexity of patient issues, the varied types healthcare professionals providing care, and annual increases in patient volume. [1] [2] [3] Government and hospital policies identify the importance of interprofessional collaboration for patient discharge, yet research findings report challenges with such practice. [4] [5] [6] [7] [8] [9] [10] Physicians in GIM have reported diverse discharge interprofessional experiences. Some described their interprofessional 'teams' as fragmented and characterized by last-minute problemsolving, whereas others were described as cohesive. 7 Problems with communication in discharge processes have been attributed to professional hierarchy, insufficient contact among healthcare professionals, and lack of clarity about professional roles and responsibilities. [7] [8] [9] [10] Initial research has explored "teamwork" in hospital discharge [7] [8] [9] [10] , but there has been less critical examination of the complex range of factors that affect the ways in which healthcare professionals work together (e.g. interprofessional friction, role boundaries, miscommunication, poor coordination of care) 11 in GIM from the perspective of the various healthcare professionals. We therefore undertook a sociologically informed ethnographic study to examine the factors that shape and characterize such interactions in relation to the process of discharge. 12, 13 Interprofessional collaboration has been defined as a type of work which involves different healthcare professionals who regularly come together to solve problems or provide services. 11 We used two sociological theories to inform the study: professional dominance and negotiated order. The theory of professional dominance is concerned with the nature and implications of healthcare division of labour, where physicians have historically occupied a dominant clinical, economic and social position over other occupational groups. 14, 15 Negotiated order theory focuses on micro-level interactions and offers insight into how individuals interact within, and in resistance to, factors such as healthcare division of labour. 16 According to Strauss, negotiation involves Bthe continual working out together of who [is] to do what, how and with whom^(p. 107).
The focus of this paper on interactions between medical residents and other healthcare professionals in relation to discharge is timely given the ongoing debate about the tensions between education and quality of care in practice 17, 18 and recommendations for medical education to address teambased care, patient safety and quality improvement 17, 19 .
METHODS

Study Design and Setting
We used an ethnographic approach in this study. 13, 20 Ethnography is concerned with the everyday experiences of individuals, organizations, and society, with a commitment to understanding the cultural context in which these experiences and social interactions take place. 21 We collected information in the form of observational, interview and documentary data from January 2012 to May 2013. We report mainly on interview data, although the analysis was informed by observation and documentary data as well. We received ethics approval for this study from the hospital research ethics board and affiliated university.
The study was conducted in the GIM unit of an academic teaching hospital in Canada. This unit provides care for patients with complicated medical problems and follow-up for patients discharged from emergency departments and medical and surgical wards. The unit has approximately 50-70 nurses, 16 medical residents, 12 attending physicians, four social workers, pharmacists and community care access centre case managers, three physiotherapists and occupational therapists, and a speech-language pathologist, dietitian and spiritual care worker. The ward is a designated clinical teaching unit (CTU), and is composed of four medical teams and a fifth hospitalist team. Each medical team includes one attending physician and senior resident, two or more junior residents, and two to four students. A social worker, physiotherapist, occupational therapist and pharmacist are aligned with each team, and the other healthcare professionals work with all of the teams. The hospital patient flow and utilization-of-care coordinators work with all hospital units. Structured interprofessional care rounds organized to improve patient flow and discharge planning occur weekday mornings.
In ethnography, the initial interests and questions underlying the research are refined over time as data collection and analysis occur simultaneously. 20 Our aim was to explore interprofessional interactions in relation to the discharge process; one theme that emerged-and we consequently pursued in data collection and analysis, and report here-was the impact of a clinical teaching unit on these interactions.
Sampling Strategy
The first author (JG) undertook nonparticipant observations and conducted one-on-one semi-structured interviews. JG observed a range of activities and settings within the GIM unit, including morning rounds, nursing stations, medical rounds, nursing rounds, and orientations; in addition, she job-shadowed a pharmacist, physiotherapist and nurse. Observations focused on conversations and interactions linked to discharge activities. JG conducted observations at different times during the weekday from 7:00 am to 4:30 pm, when staff across the complete range of healthcare professionals were most likely working in the unit and activity concerning discharge was highest. During observations, JG took fieldnotes about people, spaces, objects, actions and interactions, in addition to conversation that was occurring 20, 21 that was focused on discharge. For the interviews, we used a maximum variation sampling approach 22 with the aim of interviewing individuals representing each professional group working in GIM. Interview participants were purposively selected from the staff directory based on their professional group and on recommendations from participants. All but two professionals who were approached agreed to participate in an interview. Data collection stopped when we had determined that the perspectives of the range of healthcare professionals were represented in the interview data, and that the various spaces in the GIM unit relevant to patient discharge discussions and interactions had been observed.
Data Collection
JG wrote fieldnotes during the observations on the GIM unit, and later typed these notes in greater detail, including verbatim reports, a summary of dialogue and behaviours, reactions to the data, and interpretations. 20, 21 In total, she collected approximately 65 hours of observations. We developed the interview guide based on initial observations and the interprofessional collaboration and discharge literature. The basic interview guide is included in Appendix A. As is typical of ethnography 20 , the guide was adapted to pursue emerging areas and the professional background of the participant. Interviews were audio-recorded and transcribed verbatim. Interview participants received a $20 gift card. In addition to observations, JG gathered documentary data in the form of publicly available (online) provincial government and hospital documentation regarding discharge. These data were used to explore the connections and/or disconnections between policies on discharge and actual practice, and informed data collection in observations and interviews.
Data Analysis
We conducted data collection and analysis iteratively, and explored emerging themes. 20, 21 We coded the data using a directed content approach, whereby analysis begins with the selection of a relevant theory to help generate the initial codes, and then aims to refine and extend the theory. 23 As noted above, the theories of professional dominance and negotiated order [14] [15] [16] informed coding and analysis. Data, method and theory triangulation allowed for the development of a more comprehensive understanding of the phenomena being studied. 24, 25 Firstly, we collected observational data in different settings and with representatives from different healthcare professional groups. Secondly, we compared data from observations, interviews and discharge documents. Thirdly, we used the two theories mentioned above to explore the data from their different perspectives. Reflexivity was supported in multiple ways. A structured fieldnote approach allowed for descriptive, interpretive and reflective notes. Preliminary findings were presented at conferences to obtain stakeholders' input. We also discussed team members' interpretations of data based on professional and theoretical positions.
The first author was a doctorate student specializing in medical sociology and interprofessional interactions, with no prior connections to this clinical unit. The coauthors acted as supervisors and committee members who provided guidance on the research project. All authors met regularly to review data collection, coding and emerging themes.
RESULTS
Twenty-three interviews were conducted. Participants comprised five nurses; three attending physicians; two medical residents, social workers, and patient flow and utilization-ofcare coordinators; and one physiotherapist, occupational therapist, pharmacist, speech language pathologist, community care access centre case manager, and spiritual care worker. Interviews ranged from 20 to 55 minutes. The results are presented in two sections. The first section describes the impact of the organization of work and clinical teaching on interprofessional interactions and the process of discharge. The second section reports on the nature of activities undertaken to support negotiations of interprofessional interactions regarding discharge.
Organization of Clinical Work, Teaching and Discharge
In this unit, physicians had the primary responsibility for discharge decision-making and summaries. This division of labour had a profound effect on the construction of the character and quality of interprofessional negotiations around discharge identified in this study. The medical trainees were expected to undertake these discharge responsibilities, learning Bon the go^, under the guidance of their medical attending.
The involvement of other professionals in the discharge process, though, resulted in the intersection of medical training, interprofessional interactions, and the discharge process, which affected the quality of discharge. Key issues included the rotational nature of residents' training, resident attitudes and knowledge regarding the roles of other healthcare professionals, and tensions between education and practice.
Medical trainees and healthcare professionals described the impact of the rotational nature of medical residents on the process of discharge. As one social worker commented:
BIt's by no means their fault that they don't know you have to do xyz to have this discharge happen…I know they're going to make that mistake, it always happens, and it would be nice for it not to happen, because as soon as you spend two months teaching them and they learn it and they totally get it, they're gone, and you get a new batch…^(Social worker, Interview #5)
Medical residents explained that it takes time to develop relationships with the healthcare professionals and to understand, for example, details of form completion and signatures.
According to healthcare professionals, particularly those in social work, physiotherapy, occupational therapy and pharmacy, the medical residents' knowledge of and attitudes towards their roles in discharge affected discharge practices. These professionals noted that the first week of a rotation was usually problematic for over-and under-referring. For example, one concern involved the fact that physiotherapists did not need to see patients who were at their baseline, but that residents did not appreciate the notion of "baseline" until halfway through their rotation. The pharmacists commented that their extensive role in the discharge process was often not appreciated by residents. For instance, residents would discharge a patient without the pharmacist's knowledge. Pharmacists sometimes felt like they had to act as Bdischarge police" at the beginning of a rotation due to a lack of communication. The social workers described having to deal with residents' mistakes with discharge plans, such as failing to consult with them and making recommendations inappropriately. As a social worker stated:
BI'm constantly saying to residents… that's not the discharge plan, that's wrong; but then if I don't correct them, then the nurses hear the wrong plan and the wrong plan then gets reinforced to the family, and it's like a bad cycle…^(Social worker, Interview #21)
The social workers, physiotherapists, occupational therapists and pharmacists recognized that it takes time for medical trainees to understand their roles in discharge. Some noted variability, however, in the degree to which medical trainees were open to involvement:
BSo maybe my residents and medical students are super great with medications…or very pro-pharmacy, and ask me a lot of questions…so you know that may be a good team to me, right? The social worker thinks, oh, they're really compassionate…it does vary quite a bit…^(Pharmacist, Interview #15) Many of the interviewees expressed their enjoyment with working in a teaching hospital, yet they also reported concerns about tensions between education and quality of care, noting that at times the focus on medical training was overemphasized at the expense of care, such as an interprofessional approach to discharge. Some of them attributed medical residents' behaviours to the pressure of being a trainee, and being expected to have an answer for the medical attending despite their limited knowledge of discharge policies. As a senior resident commented, the responsibility for discharge could be particularly challenging for medical students and junior residents, as 
Negotiations: Interprofessional Interactions and Discharge
Given the nature of medical responsibility for discharge and the involvement of other healthcare professionals in the discharge process, as described in the previous section, activities to support ongoing interprofessional negotiations were needed. In this section we report on activities undertaken to support these negotiations, including variation in perceptions of their function, practice and effectiveness. In addition, we present findings concerning professionals' strategies for circumventing existing arrangements when the need arose.
Unit Activities. Two GIM unit activities aimed to support negotiations between medical residents and other healthcare professionals in discharge: orientation for medical residents and interprofessional morning care rounds.
In an orientation at the beginning of each medical rotation, all of the healthcare professionals, with the exception of nurses, explained their roles, and when and how to refer to and consult with them. Although physicians and other professionals expressed concerns that this orientation was merely a ritual that residents endured while anxiously waiting to begin their work, healthcare professionals also emphasized the value of this orientation:
B…the times that I haven't been able to participate in the…orientation, I've definitely seen a difference in terms of even just knowing…who am I looking for, what faces am I looking for, and them recognizing me as part of their team as well, and then knowing a little bit about what I do at least…^(Occupational therapist, Interview #13) Some professionals reported feeling frustrated when medical attendings minimized the importance of the orientation or excused their medical residents from attending.
Morning care rounds largely focused on discharge planning, and medical residents were expected to lead the discussion about their designated patients. The physicians expressed different perceptions about the function of these rounds in the education and practice of interprofessional interactions and patient discharge. From one perspective, rounds were viewed as a ritual where education was not an explicit aim; rather, they were a place where the healthcare professionals instructed medical residents how to function such as which forms to complete for discharge. The other perspective held that residents Blearn by doing^, and that their participation in rounds enabled them to learn how to interact with other healthcare professionals and about their roles and contributions to discharge.
While both professionals and medical residents described the importance of interprofessional interactions during rounds, the format of rounds could also be a source of frustration, given the short time frame and the large number of GIM workers involved, each with different priorities. Furthermore, the priority to support medical residents' professional development created challenges at times for healthcare professionals' goals of patient care, as rounds were the only time during the day that they met formally to discuss discharge.
Individual Activities. Many professionals described individual-level initiatives undertaken to support negotiations between healthcare professionals and medical residents. These activities were performed at the discretion of the medical attendings and other healthcare professionals, and therefore varied in practice.
The attendings and many of the other professionals described how medical residents learned from their senior medical colleagues how to relate to, and communicate with, other professionals. Variation was reported among medical attendings in the extent to which they formally and informally taught interprofessionalism around discharge processes. Physician role modeling and guidance concerning the role of other healthcare professionals in discharge influenced medical residents' approaches to interprofessional interactions. The following fieldnote is an example of an attending providing guidance during medical rounds: The other professionals, such as nurses, physiotherapists and social workers, perceived that such behaviours impacted on the appropriateness of interprofessional interactions about discharge and, therefore, the efficiency of patient discharge. For example, a social worker explained that failure to consult could affect the timeliness of patient discharge, which in turn affected patient flow:
B…the residents hear, oh, ask social work this, ask physio this, ask OT, and so then they're learning through experience from the top, whereas there's a few people that don't do that, and you can tell the difference 100 % in terms of the numbers (of patients) go up…^(Social worker, Interview #21) Certain attendings organized informal social get-togethers to support medical residents and interprofessional interactions. In addition, a couple of participants recalled a medical attending who had organized weekly formal teaching sessions where other professionals took turns teaching medical trainees about their areas of expertise, although these were not occurring at the time of the interview.
The social workers, physiotherapists, occupational therapists and pharmacists described their efforts to support interprofessional interactions around discharge. For example, a pharmacist commented that she aimed to teach medical residents to do discharge reconciliation rather than doing it for them and having them sign off. One social worker stated that she made herself accessible, distributed handouts of discharge plans, and sent messages to the medical trainees:
BI did a check-in with my med students last week…do you guys have any questions, like how are you finding it…do you know what social work does, do you want to run the list…they were really receptive…both of them are, like, I still don't really know what you do.( Social worker, Interview #21)
These professionals also expressed a need for more systematic opportunities to provide education about their areas of expertise in discharge to the medical residents. For example, a pharmacist commented that it would be ideal to have a set time at the beginning of each rotation to teach the residents how to discharge and what to consider, such as medications covered by formulary.
The professionals explained that when negotiations with medical residents about discharge were not productive, they circumvented the expectation to work with medical residents, and instead communicated directly with the medical attending to ensure that information was clearly communicated:
B…if the staff (attending physician) is around we tend to… touch base with the staff rather than the residents or medical students, because we do know them, and know that ultimately the decisions come from them and they like to be in the loop. Sometimes I don't know whether or not, if I tell the resident or the med student, if that message gets relayed on to the staff.^(Occupational therapist, Interview #13)
DISCUSSION
Using the theories of medical dominance and negotiated order, these findings suggest that medical responsibility for discharge and the presence of clinical teaching activities intersect with an interprofessional approach to discharge to affect the process and quality of discharge. Although orientation and rounds and individual teaching activities are undertaken to support negotiations, perceptions of their practice and effectiveness are varied. The findings raise important questions about clinical training and medical responsibility, structural factors that are frequently taken for granted as natural and fixed rather than normative and variable. Furthermore, they provide direction for supporting negotiations between medical residents and other healthcare professionals in discharge.
This study reinforces the need for ongoing attention to the balance between medical education and patient care, a topic identified as an area of priority in medical education research. 18 Strategies to address this balance include further attention to education about discharge and alternative interprofessional approaches for discharge, particularly given the turnover of medical attendings and residents. Greysen et al. 26 outline several ways to improve residency training in discharge, such as the development of educational goals and activities as part of the formal curriculum; incorporating key concepts embedded in high-quality discharge, such as interprofessional care, patient safety and patient communication, into broader themes of systems-based practice training; and the use of innovative approaches to evaluation. In addition to education, various interprofessional arrangements for discharge are being examined, such as embedding a discharge facilitator in a resident team. 27 Planning and assessment of such interventions requires attention to the complex issues concerning role changes, professional boundaries and patient care. 28 Given the organization of this GIM unit, activities were undertaken to support negotiations between medical trainees and other professionals in relation to discharge. The mixed perceptions of the value of the orientation might be indicative of the lack of consistent support by all stakeholders and positioning within a broader planned interprofessional education and practice strategy. A more explicit approach would consider needs and recommendations across the range of stakeholders in supporting teaching and practice of discharge, such as the pharmacist in this study who described the value of having an opportunity to teach residents about discharge. Such an approach could identify strategies such as an orientation that, in combination with other formal and informal approaches, would reflect evidence-based developments in interprofessional education that optimize learning outcomes. 29, 30 Research on rounds in other contexts has demonstrated disjunction between teaching valued by medical attendings and learning valued by trainees, 31, 32 and disconnections between medical and other healthcare professionals regarding the effectiveness of rounds in meeting education and patient care goals. 33 This study encourages further consideration of the objectives and processes of education practices such as orientations and rounds. Such reflexivity can contribute to a greater understanding of objectives that are and are not being met and the implications of these practices. 34 In the GIM unit in this study, teaching regarding discharge processes and interprofessional interactions was dependent on initiatives by individual physicians and other healthcare professionals. This finding reflects researchers' calls to include other healthcare professionals in educating residents and providing feedback on their performance, and the need for medical staff training in relation to discharge processes. 3, 26 While individual efforts are laudable, it is important to create environments conducive to interprofessional interactions and to maximize the contributions of different professionals to care rather than relying on the benevolence of individuals. 35 The creation of an effective workplace learning culture was identified as another priority area in a survey of medical education research. 18 In this survey, workplace learning was conceptualized as balancing training and service conflicts and creating an effective workplace learning culture. These ideas reflect workplace learning as a process that supports desirable outcomes in the context of organizational goals and individual career development. 36 Workplace learning would ideally maximize teaching opportunities around discharge while considering and supporting quality patient care.
The present study was not without limitations. The findings are based on one GIM unit in Canada, and the organization of CTUs, professionals, and GIM units may differ in other hospitals. While our sample of 23 interviews might appear small, however, these data were complemented and compared with observational data. Furthermore, the theoretical sampling approach aimed to ensure variation in professional representation, given the goal of examining interprofessional interactions. The findings from this study are important from the standpoint of conceptual rather than empirical generalizability. 25 Conceptual generalizability refers to the ability of findings inform healthcare contexts that differ from that in which the original study was undertaken. This study adds a Canadian perspective to the largely American and British qualitative research 7,9,10,26 on discharge and interprofessional interactions. The reporting of similar themes across studies allows for strengthening of the evidence while simultaneously demonstrating international relevance of the findings.
CONCLUSIONS
This study illuminates the factors and processes that require attention in order to address challenges with interprofessional collaboration within the discharge process in GIM. The use of professional dominance has provided a lens through which to examine how medical responsibility for discharge, including medical trainees' responsibilities, affects interactions between medical residents and other professionals and the quality of discharge. In addition, negotiated order theory has provided a means to explore both the opportunities for interprofessional negotiations and the limitations of these opportunities. Efforts to improve discharge should be mindful of both theoretical perspectives, thus attending to the complex sociocultural context of the GIM unit. The findings from this study can inform future developments in medical education and workplace learning to optimize patient safety and quality of care.
